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Background 


India had a rich traditional health care system during pre-colonial period 
known as ‘Ayurveda’. It enjoyed superiority over folk lore and tribal medicine due 
to its scientific approach and research system. Ayurveda also dominated over 
unani and homeopathy the two foreign medical systems that prevailed then 
because of its wider societal acceptance. 

The Unani system of medicine entered India along with the Moghuls and 
enjoyed their royal Patronage while homeopathy entered India through travellers 
from Europe during pre-colonial period. Perhaps, there existed Stable relation 
between the local level investment in health care and the size of the local 
community. This investment was Probably limited to training of skilled man 
power to sustain the health care services Profession to the future generations. 

During the colonial period the British, the French and the Portuguese 
brought with them new Systems of medicine Primarily for their own use. It was 
the East India Company that first initiated the process of establishing the modern 
Allopathic health care system in India by utilising the services of their army 
doctors which also often Catered to the needs of the native elites. Patronage and 
Promotion of Allopathy the Britishers and then by the native rulers resulted in 
gradual transformation of the attitude of the people who considered the imported 
health care system accepted by the rulers as superior to indigenous medical 
system. This attitudinal change among the people might have gradually 
diminished the importance of Ayurveda in India. The States controlled by the 
native rulers under the influence of the foreign powers or controlled by the foreign 
powers themselves allocated increasing public resources to health care which 


were mainly directed to Allopathy and Homeopathy. This brought in the 


Li) 


transition from traditional indigenous system to modern imported system of 
medicine. The transition, however, was mainly confined to urban area and better 
off section within urban area. . 

Independent India essentially pursued the same policy of the ee 
rulers. The Allopathy system needs heavy investments in the buildings, medical- 
surgical instruments, in pharmaceutical industry and in training of medical and 
para medical personnel required. Since the focus of planning and development 
of the modern health care system was concentrated on building of sophisticated 
medical schools and hospitals, was of little help to revive Indian System of 
Medicine. This has led to greater emphasis on curative-clinical services and their 
concentration in urban areas. The urban services are better equipped with 
sophisticated technology and are mainly serving the better off sections. The 
globalisation process is gradually unfolding and is indicated by the state of the art 
corporate hospitals that are being established in mostly the metros that further 
increased the wide gap of accessibility to health care services to common man 
particularly more in rural areas where about 70 per cent of population live. It is 
sad reflection on the earlier policy not to bother about modernising and 
mainstreaming Ayurveda Unani or folklore Practitioners who were serving the 
vast rural population by licensing them. 

There was profound impact of Chinese experiments with ‘barefoot 
doctors’ concept on Indian thinking. Srivastava Committee Report in 1975 laid 
emphasis on rural public health. It suggested the deployment of semi 
professional health workers similar to Chinese barefoot doctors. It also 
suggested the development of a referral System through a hierarchical system of 
urban specialised facilities catering to the needs of rural population on referral. 
There was also pressure on the government to improve the health status of 
largest segments of the Population who are poor and are in rural areas. The key 
indicators of health like Infant Mortality Rate (IMR) and Crude Death Rate (CDR) 
clearly revealed the impact of this policy. For example, in 1970 the estimated 
IMR (SRS) was about 130 for the country but it was 136 higher in rural Part and 
only 90 in urban areas In 1978 IMR for India declined to 123 but hovered 


around 130 in rural areas and urban area witnessed a sharp decline to 6¢ only 
The IMR estimates for Karnataka at this period were 90 for rural areas, 58 for 
urban and 82 for the State as a whole. 

The World Assembly at Alma Ata in 1978 declared that health is q 
fundamental human right and provision of Primary Health Care to all should be 
the Strategy to reach the goal “Health For All by 2000 AD’. The declaration to 
which India was a Signatory gave new thrust to the process of health care 
Planning in India. It became imperative to think of an alternative Strategy to 
ensure Health For All by 2000 AD. 

The National Health Policy 1983 announced in this background 
recommended that IMR should be brought down from 120 to 60, GDR from 15 to 
9 by the year 2000 AD. The policy statement talked about ‘heritage’ but pulls the 
rug from under by Stating “however, the allopathic system of medicine, in a 
relatively short time, has made a major impact on the entire approach to health 
care and Pattern of development of the health services infrastructure in the 
country”. Section 7 and 18 of the policy dealing with medical research and 
education does not mention other systems of medicine. Similarly it also is silent 
on the need to train and license the village medical practitioners of indigenous 
system and the need for integrating traditional systems with modern. 

However, it is noteworthy, that-several health indicators after Alma-Ata 
conference in 1978 have Shown remarkable improvements. The disease specific 
interventions have brought sharp fall in Crude Death Rate from an estimated 28 
during 1941-51 to only 9 during late 90s. Planned development in the country 
also made significant contribution towards reduction in death rate. The 
Expectation of Life at Birth, as a consequence of decline in CDR and IMR has 
increased from about 40 years in fifties to over 60 in the nineties. The 
achievement, though impressive considering the level of other development 
indicators like levels of living in the country, look pale compared to many other 
less developed countries who started reforms in health sector along with India. 
The World Assembly in 1978 was to basically address to the wide disparities 


observed between more developed and less developed countries and desired to 


bridge them by 2000 AD when the goal Health For All was to be achieved. 


Despite improvements in health indicators differentials have persisted. (Table 1). 


Table 1: Global Disparities in Health in Selected Countries: 1997 


Country Mean CBR per 
population Birth (years 

i). mane 
) % 
China 1.0 
Indonesia ‘7 
Myanmar 19 
Bangladesh 2.0 
Pakistan 2.8 
INDIA 1.9 
Japan 0.2 
Rep.of Korea 0.9 
Thailand +4 
Nepal Pat, 
Sir Lanka 1:5 
MDC arg, 
LDC 18 
World 15 


Source: Family Welfare Programme in India : Year Book, 1996-97. 


The disparities observed among different countries indicate the extent of 
success achieved in health sector. As mentioned, though there are remarkable 
improvements in health in india over time, compared tg many countries like 
China, it looks less impressive. Within the country there are more pronounced 
differentials in health indicators across the States (Table 2) and within each state 
there are wide differentials by rural/urban residence by gender and social class 
even though reliable estimates are difficult to obtain. 


Table 2: Health Situation in India and Selected States 


State IMR 1996 CDR 1996 Maternal aoa 
_ mortality | Ratio | 1996 
,  fatio 1991 | 
1986 


India 


AP 
Karnataka 
Kerala 
Tamil Nadu 


UP 
Rajasthan 


Maharashtra 
Gujarat 


Source: 1. Family Welfare Programme in India, 1996-97, Government of India. 
2. Mari Bhat P.N., 1995. 


However, estimates on IMR in Karnataka vary between 29 reported for 
Dakshina Kannada to 79 for Bellary. The persisting disparities indicate that there 
iS enormous scope to improve accessibility to Primary Health Care among all 
sections of the society at district level. Further improvements will be, to a large 
extent, determined by the efforts made by the States to bring in equity in health 
care services and enhance accessibility to these services. 

The declining sex ratio observed in Karnataka is a more complex issue 
entangled with social, economic and cultural factors in the society. But there are 
broad indicators to suggest that they emerge from neglect of health care to 
women in general, right from the infancy to old age. The latest data set available 
in National Family Health Survey - NFHS II reveal for example while IMR among 


females is lower, under five mortality of girls is much higher than it is among boys 


ity is sti high in India 
- 36.7 and 24.9 respectively. Maternal mortality !s stil] unacceptably Nig | 
f women suffer from anemia of 


(IFA) are 


and Karnataka also and about 42 per cent oO 
different kinds. Nutritional supplements - Iron and Folic Acid a | 
supplied for 3 months to all pregnant women in the state to improve thelr 
nutritional level and improve the weight of the baby to be born. The NFHS II data 
also show that about 70 per cent of Children aged 6 - 35 months suffer from 
anemia of varied forms. ; 

These few findings are distressing and raise the question of accessibility 
of health care services and family welfare services provided by the state. There 
is an impressive expansion in health infrastructure — there Is a Pr mary epi 
~ Centre for every 21,548 population in rural Karnataka and there is a Sub-Centre 
aenined Hateimale Healiiiemenkar knowmde ANM for every 4,237 population, If 
they are effectively catering to the public, health status of rural women and 
children who are primary targets should have been much better than what is 
reflected in NFHS II survey. The findings reveal that about 83 per cent of women 
respondents reported that no health or family planning worker had ie ner 
Raine during last year (12 months preceding the survey) that says a lot about 
accessibility and the quality of health care that the state boasts of providing. It 
also may indicate that female health workers may be concentrating their visits to 
potential acceptors of contraception sterilisation, in particular. In other words 
health care services are biased towards contraceptive services. 

In brief, what emerges from this background discussion so far is that over 
the years allopathic system has become predominant system that has received 
maximum support of public policy and resources. Though there is an effort to 
revive the Indian System of Medicines not much is seriously done to improve its 
outreach in rural areas where there is an urgent need. The disparities observed 
across States in India, as noted, certainly indicate extent of efforts made to reach 
the set goal in health sector. The disparities also loudly speak of the inadequate 
outreach and perhaps also the quality of care provided. 

Reliable health indicators at district levels in Karnataka as in Many other 


States are scarce. But available information Suggest that Coastal Hilly districts 


like Dakshina Kannade Coorg and Uttara Kannada districts have performed 
relatively better as compared to some of the Northern-Southern maidan districts 
like Bellary, Gulbarga. Raichoor, Bidar, Kolar and Tumkur. The recent Rapid 
Household Survey conducted in Karnataka to improve understanding of 
Reproductive and Child Health Survey at district level provide valuable insights 
into the pattern of delivery of Public Health Care Services to the rural population 
in particular. For example. the grass-root level health workers who are supposed 
to visit every household in their allotted area to enquire/provide a variety of 
services on a regular basis had visited only about 36 per cent of households in 
the State (Kanbargi, et. al, 1998). In other words, a large majority of households 
were deprived of these* services. An examination of this data by districts 
revealed that in Gulbarga only 13 i per cent, in Bidar 18 per cent and in Raichur 


18.3 per cent of the households were able to receive the services of grassroot 


————= 


health workers at their door steps and on the other hand it was 87 percent in 


—— ae 


Kodagu, about 90 per cent in Dakshina Kannada _and 60 percent in Mandya 
districts. 


The Present Study 

Public Health Care Services in Karnataka are provided through a well 
organised health Centres established in rural areas. According to Human 
Development Report, Karnataka - 1999, for every 21,548 population there is a 
Primary health Centre (PHC). Each PHC has about 5-6 sub-centres and each 
sub centre on an average caters to the needs of about 4237 population. In other 
words there is a health worker for every 4000 population in rural areas who visits 
all the households in her area (about 88 households) provide ante-natal, natal 
and post-natal care to women, immunisation to the newly born against 
preventable diseases, supplement the nutiritional status of pregnant women and 
children which are designed to improve health status and survival of rural women 
and children. She also provides some curative services to people for simple 


ailments. 


workers (ANMs to | HVs) there are male 


C level who have to identify persons 


In addition to the female health 


health workers, health Inspectors at PH ) 
birth/death 

suffering from fevers to check whether there is Malaria/Dengue, keep | 

| health programme, educate community 


to the 
on epidemics and improve environment. Looking at the duties ft 7 
ow many of the assigned responsibilities 


records, participate in conducting schoo 


para medical staff one may wonder h | 
are speaeenately carried out by them. The RCH Survey conducted in 2 
district reports that only about 27 per cent of all deliveries were conducted in 
health institutions and among domiciliary births accounting for 73 per cent of 
total, a great majority of them 71 per cent were conducted by either village 
Sulagitti- (Untrained Dai) or village elderly women. On the other hand in 

Dakshina Kannada 77 per cent of all deliveries were conducted in health 
Institutions. Among the home deliveries (23 per cent) only 33 percent were 
attended by either untrained dai or some elderly woman of the village. Why this ” 
variation in the delivary of health care services across the districts. Whether the 
quality of care provided make differential demands or people in general do not 
have much faith in public health care services? Is there any alternative such as 
indigenous system of medicine that people prefer? To understand widely, 
differing utilisation of public health care services an effort is made here to assess 


the peoples’ perception of Public Health Care Services and Indigenous System 
of health care in Karnataka. 


Objectives 
The following are the main objectives of the Study. 
1. To study peoples’ perceptions regarding public health care services / 
indigenous health care services available in rural setting. 
2. To study the utilisation of health care service pattern among different 


districts and different social class within district both in respect of public 
and indigenous health care. : 


)) 


3. To identify the inadequacies in the public health care services that 
need to be rectified to make them more “people friendly” and more 
acceptable by all sections of the society. 


4. To identify casual factors for poor utilisation and suggest remedial 
measures. 


The Sample 
The study was conducted in three districts of the state. The sample 
selection was based on the following factors: 
1) Percent girls dropping out of schoo! during 1° — to 7" standard. 
~ 2) Literacy rate of females recorded in 1991 Census. 
3) Crude Birth Rate recorded in recent RCH Survey 1998. 


4) Infant mortality estimated by Registrar Generals Office. 
©) Crude Death Rate estimated for recent years reported’ in HDR, (kK), 
1999. 


Based on these variables Udupi, Tumkur and Gulbarga Districts were 
selected. 


Table 3 : Sample Selection 


Variables 
No Tumkur | Gulbarga 


Percent girls dropping out 46.28 
during 1-7 years. of 
schooling 


Literacy Rate (females) 
1996 


Crude Birth Rate (Rural) 


Crude Death Rate ( R+U) 


Infant Mortality Rate (R+U 


Source: 1,2, 4 5 from Human Development Report, Karnataka, 1999. 
3 from Reproductive and Child Health Survey, 1998. 
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Methodolo 
- etoplgglan 4 ed on the data collected from focus 


Essentially such studies would be bas 
covering adequate number of 
me available, the present study 
discussions and supplemented 


make the findings of the study 


group discussion or a household survey 
households. Considering the short duration of ti 
is based on both-data collected from focus group 
by a representative household survey. In order to 


, veral health 
more meaningful relevant information was collected from se 


functionaries such as medical officers, para-medical staff and other health 
authorities like DHO, Joint Directors posted at Divisional head quarters of the 
State. Information was also collected from some knowledgeable persons like 
Vice: Chancellors of Universities, Academics and Political Leaders like Zilla 


Panchayat Presidents. 


Section | — 
The Study Area — Some Insights 

The three selected districts are situated in three developmental phases — 
one in advanced stage - Udupi, one in backward stage Gulbarga and one in 
between these two — Tumkur. It is often argued that regional imbalance in 
development is a major problem that can be solved to a large extent by holistic 
approach. Political power is said to play an important role in bridging the gap 
between the two extremes of development. Gulbarga district has remained 
backward since the formation of the state despite being politically strong. In the 
contemporary Situation there are five ministers in the state government who hail 
from Gulbarga and two of them may be considered as heavy weight politicians. 
Health Minister himself is from this district. Earlier during formation years a Chief 
Minister was from Gulbarga district who was widely known for his administrative 
skills and his honesty. Despite such advantages the district has remained 
educationally, socially and economically backward. 

Our discussion with the Vice Chancellor of Gulbarga University and some 
academicians revealed that one of the major factor for poor progress made in 


Gulbarga and neighbouring districts — Bidar and Raichur is poor quality of 


education imparted wnich hinders progress in every field). Even few brilliant 
Students would move out as soon as they complete their education and there is 
Nardly anything in this part that will attract outside talent. In fact, if any officer 
from Bangalore is transferred to Gulbarga, it is considered as a punishment 
posting. 

Our prolonged discussion with Chief Executive Officer of Zilla Panchayat 
revealed a different Story. He reported that the district has some good staff in 
health department. He often receives representations from public not to transfer 
the person as he is good with the people and his shifting would cause 
inconvenience to them. Such representations certainly suggest the cordial! 
relation between the community and health care provider but they are ~ 
exceptions. 

Udupi, on the other hand, presents a different scenario. Educated 
population with exposure to other cultures. particularly with Mumbai — financial 
Capital of the country has made remarkable impact on the district. Several 
Studies have pointed out that its closeness to Kerala has made it different than 
other districts in the state. Excellent road and transport facilities, efficient 
administration and well informed public make an ideal combination to be in the 
forefront in the state in education, health and gender issues. Most interesting 
observation in the district is the contribution of private sector in two vital areas 
education and health that have made the district unique. Though the private 
sector Is often abused as governed by “profit motive” without any social 
obligation, Udupi presents a different picture. Health and educational services of 
Private sector are accessible to all irrespective of the ability to pay. 

Tumkur district presents a moderate picture — neither good nor very bad 
but within the possible limits for improvement as fast as one wants. The district 
has some very good health care institutions and some not good ones are 
Situated in the border area of Andhra Pradesh. Nearness to Bangalore has 
provided good choice to upper class/caste population to better health care 
whereas majority of rural population 80-90 percent depend on the public health 


care services. The Medical College Hospital situated at the outskirts of the 


e vicinity of the college hospital as 


' in Madhugiri 
revealed in our focus group discussions held in Gubbi Taluk. But | g 
ver had gone to this college hospital 


Gulbarga also has a 


District Town caters to people living in th 


and Kunigal Taluks none mentioned they e 
or were adviced to go there by any service providers. 


ndents in our 
medical college but none of our focus group discussants and respo 


household survey, nor any medical officers/ANM/LHV mentioned of availing the 
services or referring the sick to the Institution for treatment suggesting its limited 
outreach. 

The presence of private sector health care services and their accessibility 
to general public at an affordable cost is an important factor in improving ine 
.-health’status of people. The following table provides some idea on the utilisation — 
of private and public sector health care services in selected districts in 


Karnataka (Rural areas). 


Table 4: Private — Public Health Care Services Utilisation in 
Selected Districts 


S| | Treatment Tumkur Dakshina Gulbarga Karnataka 
No | sought for Kannada 
| Pvt. | Public | Public | Pvt. Public 


Pregnancy 
complications 


“478 


Delivery and_ 
post delivery | 
complications 


Babies — with. 
diarrhea 


Babies with | 
pneumonia | 64.4 


Source: RCH Survey, 1998. 


The information provided in Table 4 for selected three districts in 


Karnataka show peoples’ preference for private sector services even iN rural 


areas. It is widely known that Private health care services are generally 


concentrated in Towns and Cities and for utilising them one has to visit town or 
City that will certainly prove more expensive. In addition to travel costs. private 
health care services are relatively more expensive as they work with profit 


motive. Even then, if the general public opt for them there must be something 
wrong with the Public Health Care Services. 


The description of some of the Institutions of Public Health Care Services 


presented below provides a glimpse of the way they function in rural areas of 
study area. 


How Our PHCs Function 


Gulbarga : “We visited a PHC according to pre planned schedule at 10.00 
A.M. The PHC was locked. We were shocked to see the locked PHC 
where it was prominently written - Working Hours — 8 to 12 morning and 3 
to 5 evening. 

After a wait for half an hour an ANM alighted from a jeep, came to 
the PHC, took the key from the fixture of the Portico light and opened the 
door. The whole building — newly built with vast vacant area around, was 
Stinking with smell of the toilet. We were told that the water supply to the 
PHC has some problem since a week and even though the MO has 
written to Panchayat office (which is responsible for water supply) no 
repairs has been carried out. Later, when we met the Village Panchayat 
Chairman and other members we learnt that they are not aware of it. 

The Medical Officer was on leave as he was getting married. 
Arrangements were made for a substitute to the MO to take care of 
patients. He came around noon and reported that he is on a contract 
basis appointment’ and as such has no control either over staff of his PHC 
or over of the incharge PHC staff. 

The ANM who opened the door reported that they were informed by 
DHO about our arrival and the staff was asked to be present at PHC in the 
morning. When asked at what time the PHC starts every day she said 
around 10to11 o'clock as it is located at an inconvenient place and getting 
public transport is very difficult. On an average about 10 to15 out patients 
come for consultation when PHC remains open. Often people are not 
sure whether PHC is open and prefer other sources for health care when 
needed”. 


The PHC is constructed at a distance of about two kilometers from the 
village. It was constructed at this place because a resident of the village donated 
this land for PHC. On completion of the construction the old PHC building in the 


~ ‘Idi with this the problems 
midst of the village was shifted to the new building and with a sie 

ay is m 
started for the people who needed health care services. The 


te in th 
village to PHC has to be covered by private jeeps that opera 


iver or undergo 
sick person would prefer to stay or no woman would like to ae g 
It is isolated building and scary at 


e village. No 


sterilisation here because of insecure feeling. 
night. ha 

The: community members reported that the old building was es 
convenient and the then Medical Officer was staying in the village for long till he 
was transferred. The new MO. travels from Gulbarga a distance of about 30 
kilometers and often he remains elusive. The number of out patients visiting 
PHC, as a result, has drastically come down. The location of the PHC is also © 
held responsible by the staff members to be irregular to their work and people 
are not sure whether the Doctor has come or other para medical staff is present 
in the hour of their need. Naturally they prefer private health care services that 
are ensured any time. It was not surprising that during April 2000 to December 
only 6 deliveries were conducted in the new building and the rest 300 were at 
home. 

The above noted observation is not an isolated case. Out visit to another 


PHU in Gulbarga district and Community Health Centre and a PHC were similar 
as depicted below: 


The Research Team reached here by 10 AM. There was only an 
Attender and no responsible staff member. The Attender, the only person 
in the PHC was not aware of our visit nor about reasons for the absence 
of the l/c MO and other staff. The PHC had conducted Tubectomy Camp 
two days earlier and there were six sterilised women waiting (who had 
come from different villages). One of them had developed complications 
and was advised to go to Gulbarga for consultations by Head Quarters 
ANM. 

The Head Quarter ANM who is Supposed to provide care to the 
sterilised women had gone on leave as her husband seriously took ill and 


she admitted him in a hospital in Sholapur. The MO had not come to the 
PHC for a week without any reas 


Medical Officer. He resides at Gu 
kms. Journey takes about 2 hours because of bad road conditions. 


We contacted the DHO and reported the situation who in turn 
telephoned Taluk Medical Officer 


14s 


his helplessness as he had warned the MO a couple of times. We also 


learnt that the loca} MLA also had warned him to be punctual but of no 
consequence. in-charge MO was not able to improve his functioning. The 
Taluk Medical Officer who appeared to be committed and honest also 
©xpressed his helplessness regarding the verification of drugs in the PHU 
as the Pharmacist never met him nor showed the stock during his last 


three visits. 

Our visit to another PHC Situated at a distance of about 60 kilometers near 
Maharashtra border was also disappointing. The PHC building was locked and 
the only person present there was an Attender who could not explain why the 
PHC was locked on a working day. The Research Team tried to contact the 
Taluk Medical Officer on phone but the only phone in the vicinity was not working 
because of power failure. The exchange functions only if there is power supply 
as they do not have battery back-up. 

The Research Team decided to visit a Community Health Centre situated 
in a Taluka place about 20 kilometers from the PHC. The CHC was an apology to 
a health centre. There was no water supply and no toilet. The Medical Officer 
present reported that he lives in the Quarter of CHC but quarters also do not 
have water supply nor toilets. He uses the toilet in the inspection bungalow 
Situated near by. | 

Our prolonged discussion revealed that the CHC has several problems 
indented drugs are not supplied. The new building constructed to improve the 
facilities to the clients has remained unused during last five years because of 
some legal problem. It was reported that there is lot of political interference in 
posting of staff, their transfers, etc. which is hindering the functioning of CHC. 
Can this CHC under such circumstances, be considered as first referral hospital? 

The Research Team went to another PHU situated in a remote place. 
One has to cover about 35 kilometers of which about 10 kms distance was to be 
covered by jeep because of bad road. The PHU was locked and an Attender 
was sitting outside with some tincture iodine and cotton to treat some wounds of 
people (for a fee of course) who may visit the PHU. He opened the ee a 
newly constructed one. The ANM had gone for a shandy to buy few necessities 


but the Medical Officer had kept a leave letter in the attendance register of the 


lt 


w that he is on 


hould kno 
PHU. In case some visitors like uS COME there they S$ 


ld not lik 
leave. The MO travels from Gulbarga and naturally ne wou! mee 
every day. But the village residents told tha 


e to take the 


O tells 
hazardous journey 


them that he has several villages to visit and he cannot come to this ioe fe 
day naturally. The Medical Officer and other staff were informed well in adva 

th om poor impression that we had about the Public Health Care ican 
in Gulbarga was to some extent changed when the Research Team Visited 
another PHC having two Lady Medical Officers and a male Medical Officer some 
thing rare in the district. It was a husband-wife team and supported by another 


LMO. The PHC was having child immunisation camp in the PHC on the day of — 


our visit - a weekly programme regularly followed. There were some 10 - 15 
children who had come from surrounding villages for immunisation. 

The MO and his wife are from Mandya district working in the PHC for last 
8 years. The staff position is excellent with only one or two vacancies. He has 
been a committed officer that naturally has lot of impact on para-medical staff. 
Every week the ANMs send blood smears for testing to the laboratory that keeps 
the MO informed about their visit to the households in the allotted villages. 
Surprisingly he was aware of high IMR in his PHC area and was systematically 
collecting details of each infant death from the ANMs. Based on this information 
we estimated IMR in the range of 60 -70. Main reasons reported for IMR was 
prematurity, pneumonia and low birth weight. The average number of out 
patients visiting the PHC was in the range of 50 - 60 every day. Since the MO 
and his wife were residing in the quarters, their services, were ensured for 24 
hours to the needy people. Our visit to 3 sub centres of this PHC was also 
valuable as the ANMs were on their routine — one was attending a delivery, 
another was conducting an Antenatal Care Camp (ANC) in the sub centre village 
and the third had just returned to her sub centre quarter after completing 
immunisation camp in a village. The decentralised way of functioning - ANMs 
immunising children in their village, ANC camp in a sub-centre village itself with a 


Lady Medical Officer present and attending a delivery case was very Surprising in 


the background of Our experience in other health centres. It reduced the 
pressure on PHC resources and only emergency care was provided there. 
There was a resemblance of quality of care and its access was ensured to all 
We were told that the local community served by the PHC is very poor and 
depends only on Public Health Care services. The PHC staff. under the 
circumstances, thought that they have to discharge their responsibility to the best 
of their abilities and it was visible. But such PHCs are very few in Gulbarga 
district. 

An effort will be made here to highlight the way Public Health Care 
Services are delivared in Udupi - an advanced district. Our visits to randomly 


selected Primary Health Centres, Community Health Centres and Sub-Centres °° 


were a contrast to our observation in Gulbarga district. 


“We arrived at this PHC, without Prior intimation, at 9.30 AM. We 
were Surprised that the PHC was busy functioning - MO, Lab Technician 
and other staff were attending the patients. On an average there are 40 — 
50 patients a day. The young MO here is appointed on a contract basis 
but is very regular to his work and fully committed. 

The PHC building though old is very clean. The MO’s chamber had 
Privacy for patients. It had a clean wash-basin, running water, soap and a 
clean towel. The toilet was also clean. All the records were up-to-date 
and well maintained. There was telephone connection and it was working. 
The PHC had displayed prominently at the entrance that if any visitor to 
the PHC had any complaint on its functioning they can get a free post card 
to write the complaint which they can mail to the concerned authorities 
whose addresses were mentioned in bold letters. 

’ The MO reported that the drugs supplied to him are of very good 
quality and adequate. The drugs that private sector hospitals provide to 
their patients is certainly not of better quality than that of PHCs. 
Therefore, the visitors to the PHC are happy that the centre works not only 
very efficiently but also supplies quality drugs. He had only one complaint 
- that the patients who visit his PHC have simple ailments while he was 
interested in attending to chronic/serious cases that will enhance his 
knowledge. For this, he goes to a Private Hospital in the night-not for 
earning more money but to improve his understanding”. 


, | district 
The Research Team's visit to a Community Health Centre in Udupi d 


was equally pleasant. 

“We reached this Community Health Centre by 10 A. 
Officer, and his two colleagues LMOs were busy attending the patients. The 
CHC building was old but well maintained. Regular water supply, clean toilets, 
telephone and busy staff all indicated the good health of the CHC. There was a 


M. The Medical 


solar water heater. 
The Medical Officer had joined recently and he informed that as soon as 


he joined he sent letters to all Panchayat officers in his jurisdiction informing 
them that he has joined and is staying in the quarters of the CHC and available 
for consultation 24 hours. Our visit coincided with Christmas and some staff had 
taken leave for the festival. The M.O. called them on phone and instructed them 
to reach CHC as soon as possible to meet the visitors. To our surprise those on 
leave arrived within half an hour indicating the command of respect the MO had 
on the staff and their attitude to work’. 

The number of out patients visiting CHC varies between 60-70 a day but 
only 35 deliveries were conducted at CHC and 6 at home by ANMs during April 
2000-December 2000. An important reason for this is plenty of Maternity Homes, 
Mission Hospitals that have been established in rural areas and evenly 
distributed in the Taluk that has improved accessibility enormously during last 7-8 
years in the area. These services are available either free or at an affordable 
price. 

In order to have some insights in the delivery of Public Health Care 
Services we visited a village by crossing a river just to see how effective is the 
outreach services. When we visited the village most of the men folk had gone 
Out for fishing. We enquired with the women how they manage emergency 
deliveries at night? We were surprised that just a telephone call to Manipal 
Hospital will ensure an Ambulance, which will take the pregnant woman to their 


maternity home for safe delivery During last one year very time they had called 
the number, had been ensured the service without any delay. 


The choice of service and assured service Nave certainly made a big 


difference to the health status of People of Udupi district as compared with 


others. The choice is judiciously made by the educated well-informed public 
here. The Public Health Care Services are confronted with the problem of 
resources required to: upgrade their technology to compete effectively with 
private Sector which they find it difficult. But certainly they are serving the poorer 
sections given the constraints, to the best of their abilities, efficiency and 
Punctuality are part of the public health care services. 

Our intensive discussion with ANMs revealed that general public is well 
informed about health care. They reported that if there was power cut on the 
previous day to the immunisation day, few mothers would prefer to go to a 
private doctor for immunising their children doubting the potency of the vaccine. 
ANMs will have tough time to convince others that the potency of vaccine is well 
assured in the new type of refrigerators that they have. On the other hand we 
Saw in Gulbarga, the thermometer showing the temperature of the refrigerator 
was not working for several days, but the medical officer had recorded the 
appropriate temperature in the diary every day. Neither the public was aware of 
this nor the authority entrusted with the responsibility of ensuring potency of 
vaccine bothered about it. 

Public Health Care Services in Tumkur district presented a moderate 
scenario — not comparable to Gulbarga or Udupi. Our visits to several institutions 
in different parts — Madhugiri, Gubbi and Kunigal revealed the following. 


“We reached this PHC in Tumkur by 9.30 AM. All the staff including 
ANMs/LHVs were waiting for us. The Medical Officer was a young man 
with 8 years of experience in PHC. He was in a neatly pressed white coat 
and any visitor would recognise him as a Doctor. 


The PHC was crowded with patients. But lacked many facilities. There 
was no running water. Toilets were there but not clean. The PHC did not 
have a compound wall and in the evening cattle, drunkards squatted in the 
compound creating scare among inmates (Delivery cases). 


All the female health workers complained that they are not fina a 
the eligible couple registers for several years, chlorination of wells, 


20 


| e ointment and 
spraying of DDT nas been stopped since three die la aatetar A 
paracetemol supplied to them is inadequate — nimums during their 
months but people demand for at least these Mm 


rounds to the village. 


es 
It was surprising with all the problems the PHC was Oot pale nana 
as seen by the large crowd of outpatients. There are es 
on an average visiting the PHC for consultation and trea 
Our Research Team also visited a Community Health Centre where new 
building is coming up under KHSDP at a huge cost. The Medical Officer was 
busy attending patients. His two colleagues Lady Medical Officers were also 
equally busy in the old building. The CHC does not have a Gynecologist or a 


» Physician. About 40 - 50 deliveries take place and 20 per cent of babies born ~ 


there are reportedly under weight. CHC has facility to test blood for malaria only. 
For hemoglobin and RH-ve patients are advised to go to Tumkur or to the 
Medical College Hospital on way to Tumkur. Rather than being a referral 
hospital to other PHCs in the Taluk the CHC is just like any other PHCs in terms 
of facilities, equipment etc. But the Medical Officers were working here for last 
10 years. Housing facility to the staff is available. Water supply is limited. 
However, there was Telephone and it was working. Tuberculosis is a major 
health problem followed by Asthma and half of the out-patients have been found 
to being suffering from these two health problems. 

The three scenarios presented above reveal several interesting features. 

1) People in Gulbarga are placed at a most disadvantaged situation, as they 
have to depend mainly on public health care services for all their health needs. 
But public health care services are most unreliable. The doctor may not be 


there, the PHC may not open the doors because of several factors and resources 
spent by clients to reach the PHC/CHC — 


waste. The private sector iS small, 


in terms of time and money may be a 


not very committed to serve the 
disadvantaged section of the society ( 


for example a well known Private maternity 
home charges Rs.5,000/- : 


for very poor women for a delivery or for a complicated 


delivery minimum of Rs.15,000) and does not enjoy public confidence. The 


results are very clear the district has remained health poor. 


2) AS a contrast Udupi district has efficient public health care Services 


though UNCOMparable with Private sector in terms of resources. equipment, 
technology and their socia| commitment. The community is highly educatéd and 
can make informed choice The personnel of Public health care institutions 
regularly attend to their responsibilities to the best of their abilities within 
constraints of the system in which they work. Public is well aware of it and 
perhaps it was only in Udupi district that we did not hear a single complaint 
against public health Personnel or institutions. In this district people are very 
fortunate to enjoy health care services Of public/ private sector by choice. 


~ 3) The public health care services in Tumkur district are not as efficient as in 
Udupi nor as bad as in Gulbarga. Health care institutions function regularly and 
provide services often at a Price. As we proceed the role of corrupt practices in 
the delivery of services will be clear, People in rural parts of Tumkur were 
unhappy with the way PHCs and the sub-centres are functioning that has lead to 
Mushorroming of quacks every where {o_exploit the gullible public. But still 
people can avail some health care services from PHCs, at least prescriptions 
though not medicines or treatment. Most of the ANMs regularly make rounds of 
villages, take blood smears for testing and conduct home deliveries. The private 
sector, though not very prominent in the interior parts of the district has made its 
presence felt in Tumkur town and to a lesser extent smaller towns. A normal 
delivery in a well established maternity home for a rural woman will cost about 
Rs.3000 and a complicated delivery from scissarian section will cost about 
Rs.10,000 (considerably lower than charges of private nursing homes in 
Gulbarga). A rough estimate of a normal delivery in Primary Health Centre would 
cost about Rs.700-1000. Generally it is believed that public health care services 
are free and the estimate given above was arrived by averaging costs reported 
by a representative ANMs in the two districts viz. Gulbarga and Tumkur. In this 
background we will present the outcomes that emerged from the data collected 
through household. The household survey was conducted in 31 villages selected 


from the villages covered by the sub-centres presented in Table 5. 
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Table 5 : Selection of Villages ee eee 
~ FGDs No.of Village 


covered in HH 
ade Sune 


6 15 


Udupi 


Tumkur 


Section Il 


The Household Survey 

The household survey covered 82 households from_31 villages in 3 
districts selected from different Sectors at the society focussing more on 
deprived sections like Scheduled Castes Tribes or isolated houses situated on 
the outskirts of the villages. The number of villages in Udupi is large compared 
to other two districts because of the unique village settlement pattern in the area. 
We also made special efforts to identify isolated areas within the jurisdiction of 
PHC/SC like a village which can be reached by boat only from the nearest road 
or a poor tribal belt not well connected by road transport etc. 

The selected households for the survey of belong to (24 per cent) 
advanced castes like Bunts, Gowdas. Lingayats, Reddys and one or two 
Brahmins. Scheduled Castes and Scheduled Tribes (40 percent) and other 
Backward Castes (OBC) constituted about (27 percent). There were 5 percent 
Muslim households and 4 percent of the sample belonged to Jains. 12 of these 
82 households (15 percent) were headed by females (Table 6). 

The questionnaire constructed for the household survey was quite 


elaborate consisti ide | 
€ consisting of 36 questions. It was designed to provide Insights on 


peoples’ preferences for different systems of medicine, their belief in village 


quacks, witchcraft, worship of temple deity, “Harake”, Mantra-Tantra and extent 


Of practice in case. there was a reported episode of sicknes 


: S. There was also 
an erort made to understand how the preference for a p 


articular system of 


medicine is justified or reasons for preference Whether the decentralised 


system which is unfolding slowly in the state has tried to improve the health Care 


services? Whether the respondents were able to voice their grievances against 
Poor public health care services in the “Grama Sa 
during last 5 years? Respondents’ views — sugg 
Care services, if any, were also elicited. The elabo 


an hour to administer to respondents. 


bha’ meetings in their village 
estions to improve the health 


rate questionnaire took almost 


Table 6 : The Socio-Economic Profile of Respondents 


Variable DE ee 
Advanced 


OBED 
SC/ST 
Other Religions 
Total | 


Owned land 
Owned TV 
Tap/piped water facilit 


System of Medicine Preferred for Treatment 

The heads of the selected households were asked when there is an 
episode of sickness in the family where do they generally go for treatment? The 
responses are given below: 


Table 7 : Preference for Treatment by System of Medicine 


S| Variable Pe Tt 

N Tumkur | Gulbarg | Number 

O a 

1 | Allopathy - Govt. 9 4 2 Og 11.0 

2 | Allopathy - Pvt. 7 2 Deu 18 22.0 

3 | Allopathy Govt + Pvt. 10 S 2 17 21.0 

4 | Quacks : 4 2 09 11.0 

5S | Indian system of Medicine Aa 1 - 12 146 

6 | Combinations of 1 to 5 and 4 7 6 17 | 20.4 

witch craft, etc. = 

De ean ee 24 82 | 1000 
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The contents of the Table 6 needs some Clarification. SI.No. 1 shows on 
exclusive dependence on allopathy medicine at public health care providers, 
SI.No.2 on private practitioners of allopathic medicine and SI.No.3 indicate 
dependence on allopathy — provided by public and private institutions. SI.No.4 
indicates treatment by unqualified persons in any system but practicing 
allopathic system like giving pricks for any ailment and treating with other 
medicines such as tablets or liquids. The patients reported that they are aware 
that the “Quacks’ are not qualified to practice but they are conveniently located 


and their services are ensured round the clock at an affordable cost. In case 


_» there is a chronic disease or serious problem they will not take any risk with the 


patients but advise them to go to a Private Clinic with which they are familiar or 
often they may accompany them to the clinic. Indeed not a single person in 
either focus group discussion or in household survey reported any complaint 
against the “Quacks’ for contributing additional problem to the sick and suffering 
by wrong treatment. Looking at the small sample size of people availing the 
services of these unqualified practitioners the outcome should be cautiously 
interpreted. But what is surprising is the Medical Officers, para-medical staff of 
Gulbarga and Tumkur districts are quite well aware of the presence of Quacks 
around them. They just casually mentioned about their presence as if it is not an 
issue of any Consequence. In fact. presence of quacks’ around Public Health 
Care Institutions itself is a strong indicator of poor accessibility of health care 
services and also the poor Quality of care provided by these institutions. 

The data presented in Table 7 fully supports the earlier discussion on the 
Study area. It clearly brings out that 54 percent of the respondents exclusively 
rely on modern allopathic system for relief when there is a sickness episode in 
their household. Indian system of medicine which is showing some presence in 
Metropolitan cities and large towns hardly has any presence in rural areas of the 


State except in Udupi. It was reported that rural parts of Udupi still have some 


practicing Ayurvedic Pundits widely known for their curative skills for even 


chronic ailments. Homeopathy was not found in all the three districts. 


s 


The Table also brings out that only 11 percent of respondents reported to 
Nave availed Public Health Care services reflecting strongly on the quality of care 


Provided by them. Given the graphic description of how our Public Health 


Institutions function the findings are not Surprising. It also is to be noted here that 


people in remote villages feel often ‘resigned to their fate’ and resort to witch 
Craft, Yantra-Mantra because of poor accessibility to any health care whether 
modern or traditional. This was more so in Gulbarga where public health care 
services are very poor and private services are unreasonably expensive. In 
Udupi it was revealed that ‘Bhoota’ belief is still prevailing in some pockets in 
rural areas and after Paying to “Bhoots’ they go to a health care provider for 
treatment hoping to be cured fast. 

It should be mentioned here how an Ayurvedic Hospital in a village in 
Kunigal taluk is functioning. It was placed in a rented room in the village and at 
the time of our visit had remained closed for the last 7 months as the Doctor was 
transferred and replacement never arrived. What will happen to some medicines 
Stored in the clinic? None in the village were aware. The historical approach to 
indigenous system in policy and allocation of resources has not only lead to its 
near disappearance but more importantly deprived the only choice the people in 
rural areas would have had in times of their need. The late realisation of the loss 
and urban elites’ experience with over drugging and abuse of anti-biotics is 
reflected in the half hearted efforts made to revive the system. As an excellent 
piece of research during early seventies showed, even the few indigenous 
practitioners by then had almost switched over to modern allopathic system in 
their mode of treatment. This is reflected in 60 percent of respondents saying 
that modern allopathic system provides quick relief and appropriate diagnosis of 
the disease, treatment is given by professionally trained personnel and higher 
chances of relief and cure. 

Those 40 percent who ‘otherwise’ reported that there are harmful side 
effects and costs involved are high as such poor cannot afford thought that 
modern health facilities are more easily accessible to rich people. It was 


interesting to observe this proportion of respondents was very high in Udupi (40 
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istricts. When 
percent) and only 20 - 25 percent in Gulbarga and Tumkur di 


specifically asked whether the modern health care facilities are pi ea 
costs of rural poor only 44 percent reported that they are beyond their reac “if 

We tried to assess respondents’ views on indigenous system of ‘tga: 
specifically. Do they still think it is popular these days? An wh 
majority answered in negative as the diagnosis is not competent and therefore 
people are loosing faith in the system. It was also revealed iis competent 
practitioners of indigenous system are not available now. |n a> gta 
whether the government should support indigenous system of medicine so that 
rural poor will have accessibility to it? Surprisingly 85 per cent of the | 
respondents said ‘no’. Perhaps it is an indication that during last five decades 
the society has enjoyed the modern system of health care — however inadequate 
it is or inaccessible it is. People believe it is a good system though costly and 
why rural poor should have indigenous system for them? Because it is cheaper? 

How respondents perceive the role of village quacks? Do they think that 
quacks are popular in rural areas? Not a single respondent in Udupi said that 
there are quacks in their district or their vicinity. In Gulbarga 83 percent said that 
the village quacks are very popular in their area as their services are ensured 
round the clock, people can afford the cost of their treatment, diagnosis is based 
on simple methods and the medicine is Supplied by them or is available locally 
and easily. Their diagnosis is based on their past experience. 

The presence of Quacks in Gulbarga district is justified on several grounds 
by the people and we believe the single most important ground is the failure of 
the public health care services in rural areas where there is no alternative to 
people in the hour of their need. So naturally they not only justify the presence of 
Quacks but also appreciate their Services. 

Similarly in Tumkur 25 percent of respondents noted that Quacks are 
popular in their area for mostly the same reasons reported in Gulbarga. These 
views suggest clearly that quality care if made accessible to the public whether in 


government institutions or jn private sector institutions, as it was observed in 


Udupi will ensure Elimination of Quacks in the 
always for better Services. 


aréa and people look forward 


In the household survey 82 percent of the respondents reported that the 
belief in ‘witchcraft’ is fast eroding while 6 percent said that it is still strong among 
some section of population in the society and also is practiced by them. But 
undertaking a pilgrimage, arranging special Pujas in the temples or Practice of 
‘harake’ as a way Of getting relief from a health probiem is still there in the society 
as reported by 48 percent of the respondents. The rest 52 percent reported that 
with the introduction of modern health care system such practices are slowly 
disappearing. Few respondents said that such practices are becoming more and 
more expensive and like health services only rich can afford them: Even a ‘puja’ ° 
In a nearby temple known for providing relief to people will cost minimum of 
Rs.50 and travel and other cost if added. it becomes very expensive for poor 
people. It was also revealed that the priests who perform the ‘pujas’ advise their 
clients to seek health care services also for quick relief. In other words, still 
about half the population has faith in healing through worship or prayer and there 
are indications that often they preceed resorting to modern health care Services. 
The data reveals peoples belief in worship, yantra or mantra in curing 
neurological problems epilepsy and particularly childhood related diseases such 
as Balagraha. Similarly it was widely reported that for ‘jaundice’ traditional herbal 
medicines and for bone fractures the traditional bone setters are considered the 
best as compared to the treatment in allopathic medicine. 

It is often argued that the concept of germs and infections is still to 
percolate among the populations in the traditional societies who widely believe 
that diseases are the outcomes of curse of God or the sins that people commit. 
Such a belief system often hinders the utilisation of modern health care services 
or delays opting for them leading to more complications. About 54 percent 
respondents believed that chronic or incurable diseases afflicting a person are 
result of his / her sins committed or curse of the God. Such strong beliefs can be 
eliminated only with quality care made available to all particularly to the deprived 


sections. 
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Peoples Perceptions of Public Health Care Services ig 
Respondents were asked whether the female health worker ANM visits 
their village regularly as per her schedule? Only 27 percent reported that she 
visits their village once a week, 34 percent said she comes Once a month or 
twice a month and 30 percent reported that she never visits their village. About 9 
percent reported that she comes occasionally and Enquirer how they are? The 
general vopieedide is that ANMs who are considered as back-bone of rural 
health delivery system are not able to perform their job because of several 
factors like inadequate housing facilities for them in the village, poor transport or 


bad roads etc. It would be in order to examine the role of these important 


personnel to ensure full utilisation of their services to the benefit of rural — 


population. 

If the ANM visits the village does she visit all households irrespective of 
caste, community or prefers visiting selected households who are dominant in 
the village? 55 percent of the households reported that generally she visits ail 
households indicating that there is preferential areas where she invariably pays a 
visit and poorer sections like SC/ST dominant areas are visited occasionally. 

The questionnaire had a list of services the ANM is supposed to provide to 
the village people and respondents were asked to assess ANMs’ performance in 
providing these services. 

The data in Table 8 reveals very clearly what was discussed earlier 
regarding the delivery of public health care services in the study area. The 
majority of respondents are either somewhat satisfied or not at all satisfied with 
the poor quality of services. The response in Gulbarga is in conformity with the 
description of PHCs/Tics presented earlier. Respondents in Udupi who are used 
to avail private health care services, still think that public health care services 


delivared through ANMs are rated relatively better than the other two districts. 


Table 8 : Peoples Assessment of ANMs Work : Fully Satisfied 


S| | Services | Udupi | Tumkur | Gulbarga | Total 
| No | | (No) (No) | (No) Number  Per- | 
Se cent | 

| Pregnancy Care 10 1 31 | 40.2 
Attending delivery 17 7 2 26 33.8 
Immunisation of Children 20 12 3 35 | 45.4 

Family Planning Services 11 11 1 23 30.0 
Motivation for Family 
Planning 5 6 1 12 15.6 

6 | Treating minor ailments 14 3 2 19 24.7 

7 | Attending emergency 

Calls 14 4 1 19 24.7 

8 | Educating on hygiene 3 6 1 10 13.0 

9 | Treating diarrhea 3 4 1 08 10.4 

10 | Treating RCH problems 4 4 1 09 11.7 

11 | Educating on STI/AIDS 4 3 1 08 10.4 

12 | Referring to PHC/CHC 6 We 2 15 19.5 

13 | Giving simple medicines! 15 4 4 20 26.0 


like Aspirin 


The household survey was conducted in the villages served by the sub- 
centre. While sub-centre was located within a distance of 7-8 kilometers on an 
average PHC was situated at a longer distance. The respondents were asked 
whether they have easy accessibility to PHC in terms of its distance and 
transport facilities? About 73 percent of all respondents reported that it is easily 
accessible — 91 percent in Tumkur, 74 percent in Udupi and only 54 percent in 
Gulbarga. As reported earlier our selection of tribal belt in Udupi with poor roads 
and transport facilities and villages to be reached by boat around the coast are 
the only places that have some problem in the district. But village surrounded by 
water can call private health facilities on phone and reach the road by crossing 
the water to avail the needed services. There is problem in Gulbarga with roads 
and public transport that hinder accessibility. 

During past 3 months to the survey 40 percent of households reported that 
some one in their family had visited a public health care facility and 40 percent of 


those visited were fully satisfied with the services. The proportion reporting fully 
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Gulbarga. 

The survey also tried to assess peoples satisfaction regarding the 
functioning of the PHC situated nearest to their village specifically regarding 
regular availability of Doctors, Para medical staff, availability of specialist 


services and availability of drugs as presented in Table 9. 


Table $ : Assessment of Functioning of PHCs: Percent Fully Satisfied 


Udupi | Tumkur | Gulbarga 


Regular availability of Doctors 
Availability of infrastructure 
facility 

Staff co-operation 

Specialist treatment availability 
Treatment is effective 

Privacy to patients 

Attending emergency care 
Adequate drugs available 


The responses noted in Table 9 are self explaining. The proportion of 
respondents fully satisfied with availability of Medical Officers’ services, effective 
treatment, staff co-operation with patients, privacy to patients is relatively high in 
Udupi as repeatedly pointed out earlier followed by Tumkur. Not a single 
respondent in Gulbarga reported the availability of Medical Officers’ services, 
availability of specialists treatment and emergency care that needs serious 
attention and fully supports the reported observations presented earlier. 

It was Surprising that 50 percent of respondents in Tumkur and Gulbarga 


Said that public health institutions staff expects money for any service they 


provide particularly from poor people. But in Udupi district not a single 


respondent complained against the staff being corrupt on the other hand they 


had sympathy towards them as they perform their job with several constraints to 
the best of their abilities 


Section Ill 


The Focus Group Discussion and their Outcomes 


The Focus Group Discussion (FGD) is a technique that is found valuable 
in developing Insights in any problem area where the survey methodology fails. 
It helps in identifying existing social norms and practices because views 
€xpressed openly and supported openly by majority is generally expected to be 
more representative and legitimate from a public point of view than those 
expressed in individual interviews. However, it is to be noted that the data 
collected through FGD. need Qualitative analysis -— a characteristic of 
anthropological methodology, in other words, it is mainly descriptive. 

Generally FGD are conducted in sessions where a small number of 
persons — 5 to 6 discuss about topics of relevance under the guidance of one or 
more moderators. Generally there will be a sheet of guidelines with the 
moderator who will initiate and lead the discussion. In such situation one has to . 
ensure that one group does not dominate and force their view on other group not 
SO influential. The quality of analysis will depend heavily upon the unbiased use 
of information and verbatim at appropriate places to highlight an important issue. 

The present study was conducted in 3 districts of Karnataka. Specific 
data was collected from 22 primary health centres selected from the three 
districts. For conducting FGDs it was decided to visit villages distributed in such 
a way that half of them are situated closer to the PHC and other half at a longer 
distance. Totally 16 FGDs were conducted. Our plan of having smaller selected 
groups of women belonging to Scheduled Castes and other advanced castes to 
elicit their views on the functioning of the Public health care system often met 
with problems. Generally our FGDs soon turned out to be street corner meetings 
and some time ‘mini gram Sabha’ attracting large crowds. 

The major issues listed in the agenda was some societal factors related 
with general health of the people — particularly age at marriage, early 
motherhood, breast feeding habits particularly providing cholostrum milk to the 
baby and taboos on food during pregnancy and why in the interest of their 


ices? 
daughter/daughter-in-laws’ health they should change the age old practices’ 


AAREMLTH Ce 
ge eo NG 
eS es ) 
ay > i a oe ho B 
LSS SO age 1%! 
1-10C (of Oe 
‘ ; 4 
j F( Ps 
URU/U Py ee 


a 


' : 


- ” c 


ww @©vrve vVvvoeoeovuvoevevweeeou sg YD 


e 


ro) 
to 


The societal factors are directly linked to the ANMs and PHCs function 


that flow through IEC activities, mothers meetings. educating adolescent girls 


and motivating for adopting spacing methods that by itself would improve 


women’s health and survival and also the way people perceive the need for 
rethinking based on their observations. 

The last part was concerned with the delivery of health care services by 
the pivotal institutions of public health care - PHC. Are they able to get relief in 
their pains and sufferings in emergency? 

The outcomes will be presented first by districts that have wide 
differentials as shown earlier and their perceptions in the community that — 


emerged clearly during the FGDs. 


FGDs in Gulbarga 

There were five FGDs in one was exclusively arranged for Scheduled 
Caste women in their colony which included 10 women and the rest were group 
of men as large as 25-30 persons of different age groups and caste 
compositions. 

As noted marriage is a complex social and economic issue which is more 
complicated by the arrival of dowry system. While marriages within kinship is 
common in rural Karnataka, relationship has not helped to reduce the costs 
involved in marriages. People reported that even when the would be bride 
groom is known, marriage will be pre-poned or postponed depending on the 
harvest. Even those who do not own any land will be economically relatively 
beiter off during good harvest period. The least important factor in deciding the 
marriage is the age of the girl. It was revealed by all irrespective of caste 
affiliations and for them Marrying off the daughter is important. Only change that 
cai oa ia Bis ea now are post ae ore | 

arga are aware of the existing legal 
Provisions regarding marriage of girls or boys. 


The marriage is consumated soon and the parents in-laws expect that 


their daughter-in-law will soon bear a child to prove her fertility. If she fails for 2-3 


years there will be talk of another marriage for the boy. They have neither 


resources for the medica! examination of the boy or girl for their failure but easy 
SOlution is ready to accept. There will be Proposals. What about the health of the 
young girl if she is mother at 16-17 years? The opinion was for generations it js 
continuing and that itself is an indication of poor policy interventions. 

Similarly there was strong opposition to give just born babies cholostrum 
milk which the baby cannot digest easily and will develop ‘stomach problem’. If 
breast milk is fed after 3 days babies will be growing healthy. 

As reported by the ANMs they find it difficult to change the age old 
Practices deeply entrenched in the society. But their efforts can be intensified to 
be more effective. During the discussion there was interest among the group to 
understand the intricate relation between marriage, pregnancy, child birth and 
Survival of woman and child. Generally ANMs talk to eligible women regarding 
these issues but decisions are often taken by the elderly in the family or in the 
neighbourhood who is well versed with traditional practices. There is, therefore 
need to enhance the quality of IEC and direct it to the community as a whole 
rather than only to eligible women-currently married in child bearing ages as it is 
observed now. 

The FGDs voiced their anguish at the way public health care service 
delivary is carried out in their area. ANMs visits are very rare — on the contrary 
they have to run after ANM requesting them to attend a delivery. There were 
some good words also for them but were rare. Even the poorest of the poor try 
to present something in return to the ANM on a birth in the family. But there is no 
assured service that result in calling the village untrained dai who fortunately is 
available any time. Why do they not go to PHC? People were surprised at the 
question. There is no body in the evening or night and even during day we have 
to visit a couple of times to consult the Doctor. They say that we have to bring 
the medicine from a particular shop only that creates problem even if we have 
arranged for the money. Our family will be dislocated if delivery is conducted 
away in PHC. There seems to be a major problem to solve this riddle. The PHCs 
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should be able to create confidence among the peopie that they can take care of 
ild bi | the situation. 
a si perception regarding home visits to be carried Out by the 
ANM is worth noting. Ina FGD a village Panchayat Chairman and a be ieas a 
of village residents were surprised when asked about their ANM wie oe 
homes to enquire about health of members. It was revealed that ANM also like 
a Medical Officer and the needy have to meet her rather than she visiting every 
household in her sub-centre jurisdiction. The Village Panchayat Chairman, a 
muslim woman, innocently asked “who should tell her about her responsibilities? 


She thinks she is a big officer and we have to beg her if her services are required 


children is free and occasionally pregnant women get some injections’. 

Scheduled Caste women had special grievance. They brought out during 
the discussion that ever: when they request for injection (TT) or tablets (IFA) they 
get if heyae available with her. Their request to the ANM often receives 
arrogant stock answers like “I do not have now’ or “come to PHC to meet the 
Doctor’. 

Gulbarga FGDs also brought out the irregular attendance of Doctors to 
PHCs and PHUs. One FGD in a remote village which we could reach by a jeep 
only resulted in collecting 6 patients Suffering from jaundice which has become 


endemic in the village. In the absence of Doctor and lack of resources to go to 


Gulbarga for treatment, they have found a traditional cure for their problem. 


reported that they “grind some herbs, put it in a Kambli (woolen rug) and m 
the patient forcibly smell it for three days. 


It is 
ake 
It will result in sneezing for two days 
and there will be green discharge through the nose. This should continue for 3 
weeks. The patients will either get cured or will have to be admitted to hospital 
because in 3 weeks any strong man will become week after continuous 
sneezing. Similarly there is some medicine for sna 
will be cured with this herbal treatment’. 

village had a PHU that Opens occasional 
get treatment. 


ke bite and those lucky ones 
The whole crowd looked sick to us. The 
ly and if there is stock of drugs patients 
It was shocking that villagers consider the staff as ‘Danda- 


-and. unless: we pay she will not conduct ‘any delivery. But immunisation of — 


Pindagalu’ title of a Popular serial in a Ty where the characters are a heavy 
burden on Parents. 

The group expressed their unhappiness with the way immunisation 
programme including ‘pulse polio’ are conducted. Those who want can take their 
Children and many do not bother as there is hardly any effort to ensure 
immunisation of all children. 

The five FGDs in Gulbarga had simple suggestions to improve the health 
Care services which are complicated in implementing. 

1) Medical Officers should be regular to PHC during at least fixed 

hours. 

2)» » There should be a Lady Medical Officer in'some central PHC that 

can cater to other PHCs. 

3) Drugs should be stored in PHC as there is no alternative but to 

travel a long distance for a pharmacy, often to Gulbarga to get the 
medicine prescribed. 


4) ANMs should be more active and provide them information. 


Focus Group Discussions in Tumkur 

The societal factors affecting the health of the women and children though 
similar in Tumkur are not that intensive. The five FGDs were clearly divided in 
two groups - one small that argued that if postponing the marriage of daughters 
iS going to help improve their health it should be postponed. The other group 
arguing that as it is marriage of daughters is becoming more and more difficult 
because of rising costs. The age at marriage is going up any way and may cross 
even the legal age at marriage of boys and girls. It is observed that educated 
girls are marrying late and as education increases automatically marriage age 
will rise. 

In order to reduce the risks associated with early mother hood the 
discussion centred around their past experience. “So far we were told to have 
two or three children and opt for female sterilisation. The health workers rarely 


talk to our women about spacing methods and we are hearing the advantages 
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| Ms if effectively 
first time’. Community will accept good advise of AN 


communicated. 1 
' of PHC 
But the problem arose when discussion reached the issue 


functioning. The small groups initially participating sent a word to several tiie 
who had some health problem and were not treated well even when they Gale _ 
little less than what was demanded. One middle aged man who a suffering 
from a ecb reported that the PHC doctor took Rs.40/- for dressing It. “ spent 
during last week over Rs.100/- but still not cured properly. The discussion also 
brought out that the PHC Medical Officer is continuing here for the last 12 years. 
The newly appointed Lady Medical Officer came for one day and disappeared 
not to be seen as the MOensures that no Lady Medical Officer joins here which ~ 
will reduce his income. He charges Rs.500 for his services to conduct a delivery 
and additional Rs.500 for ‘drugs’. So a minimum of Rs.1000/- is needed for a 
delivery to be conducted in PHC. 

The FGD also brought out the good things about Private practitioners in 
the Taluka place. Dr R cured an old man of 70 years (brought during the 
discussion) in just Rs.20/- which was not cured by PHC doctor who took Rs.400 
and said that he is too old to cure and will die any way. The old man’s wife who 
narrated this in the FGD said that “every house in the village has a terrible story 
to tell about the MO of their PHC. Unless he is sent out people cannot live 
happily”. The group also reported that Medical Officer prescribes more 
medicines than needed and more expensive medicines that few can afford. He 
also insists that medicines have to be purchased from only one shop that 
charges more money from illiterates. ’ 

While many things discussed could not be verified for truth but it was felt 
that participants were not trying to ‘make-believe-stories”. They were serious 
and looked honest in Saying whatever they wanted to. While the FGDs in 
Gulbarga suggested with one voice every where that government ensure Medical 
Officer in the PHC during fixed working hours Tumkur presented a totally 
different scenario. Many Medical Officers were regular, staying in the quarters 


but their services were accessible to only those who paid for it. The community 


was found helpless as the Medical Officers had very good relation with the 
Chairman of the Village Panchayat and police as there are many medico-le 
Cases and need full Co-operation of each to benefit from them. 


gal 


There were. however, 2 FGDs that appreciated the Medical Officers for his 
Social concern, his competence and co-operative nature. On the whole there 
was objective assessment by the people who Said that their needs are simple 
and government is spending resources which should be utilised properly. Who 
should do it and how? Don't they have responsibility? They were ignorant about 
their rights and the avenues that exist for reddressal. 

But Quacks who are found easily in every village were serving the 
helpless poor who unfortunately have no access to public health care. 

For example, ‘Shiva Shakti’ Clinic which is in a village for last 6 years 
provides health care services for just Rs.5/- and that too an ‘injection’. Many 
Medical Officers insist that clients should bring their disposable needle and 
injection and pay Rs.10/- for his service charges. Compare this with the quacks’ 
service? Whether his care cures or creates more problem only time will tell. But 
experience is that so far no untoward has happened either from Shiva Shakti or 
two others in the same village. 


Focus Group Discussions in Udupi . 

FGDs in Udupi did not attract large crowd like it was in Gulbarga and 
Tumkur districts. But out comes of FGD were more appreciative of public health 
Services. There was not a single complaint raised in any meeting as a total 
contrast. On the other hand there were examples of Medical Officer of a PHC 
taking a young tribal man who was suffering from TB to a well equipped special 
hospital at his own cost and ensuring his full cure. The father of the boy reported 
that “the Medical Officer must have spent about Rs.5,000 during last 6 months’. 
People have realised that government has no resources to provide high-tech 
health care services that private sector provides and they are available at 
reasonable costs and poor can avail freely. So why blame public health 
services? They were happy that with all constraints the ANMs, MOs are doing 
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their best. But the people would expect that PHCs should have X Ray a 
Physician and LMO / Gynecologists. 


tions more competent than what they 


services of specialists services like ENT, 


That would make the public health institu 
are now. Even if a person goes to PHC for treatment he may have to go to 


private sector for some tests. So why not go to one place where you get fully 
treated? 

But the AlDs is spreading in the district very fast and there is need to 
organise the services from private and public sector. The ANMs in Udupi and 


districts like Dakshina Kannada, or Coorg where deliveries are mostly 


institutional, should be trained to educate people in preventing the spread of : 


AlDs. The FGDs fully reflected these ideas. 


Summary of the Findings and Conclusions 


The present study was conducted to understand peoples perceptions 


regarding public health care services and indigenous health system in Karnataka. i 


For this three districts in the state viz., Udupi, Tumkur and Gulbarga that 
represent three stages of development in peoples health — advanced, medium 
and backward were selected. Further 8 taluks, 23 PHCs and 31 villages served 
by those PHCs were selected for data collection. 

The data was collected through a household survey in the selected 31 
villages through a structured questionnaire. The hard data was supplemented by 
qualitative data gathered in Focus Group Discussions conducted in the Study 
area. The analysis of the data is presented in three sections. The first, presents 
the way our public health institutions function in the rural areas, second, the 
findings from the household survey and last, the outcome of focus group 
discussions. Before Presenting the findings there is a brief background of the 
health policy pressed in India since historical period. 

Indigenous system of health care did not receive any attention during 
colonial period. After independence India persued essentially the British policy 


and the neglect of Indian system of medicine continued. But half-hearted efforts 


are continuing. 


The modern allopathic system of medicine brought in by the Britishers is 
€xorbitantly expensive by nature that many poor countries like India are finding it 
difficult to manage financially. But the introduction of modern System of medicine 
Allopathy has brought in enormous gains to the health of people in the beginning 
the access to allopathic medicine was confined to urban elites and after 
independence remarkable expansion has taken place to improve its accessibility. 
The last five decades in India has witnessed impressive health gains as 
measured by sharp decline in Crude Death Rates and Infant Mortality Rates. 
The focus to the health of women and children in the Strategy has proved 
beneficial to them. 

The wide differentials that exist in health indicators across states and 
within states across districts by rural/urban residence, gender and social class 
are alarming because despite all the efforts made to improve accessibility to 
public health care services they are persisting. The differentials and their 
persistence raise the question of equity and accessibility. The observed poor 
indicators of health strongly suggest poor utilisation of public health care services 
provided free. It can also suggest people are not utilising the public health care 
services because they prefer other system of medicines provided by private 


practitioners. 


The findings of the present study are : 

1) The study area consisted a health poor district Gulbarga, a health 
rich district Udupi and Tumkur district with medium health status. 

2) Public health care services in these three types of districts pe 
widely and can be classified as good in Udupi, bad in Tumkur poe worse in 
Gulbarga. The graphic description presented provide good insights into the way. 


The public health care services are delivared in these districts and the outcomes 


measured as Health Indicators. 
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3) Poor quality of care and poor accessibility to care provided in public 
health institution explain to a large extent the existence and sustenance of 
Quacks — unqualified health care providers who can Cause enormous harm to the 
client and legally they cannot continue their practice. But in health poor districts 
like Gulbarga and Tumkur they not only are thriving but also increasing in | 
numbers over time. 

4) The health policy persued for long has proved detrimental to the 


growth and expansion of indigenous health care system in India. People in rural 


area strongly believe that Allopathy system is better than other systems and 
prefer it. They also think that “injections” cure faster and insist on it for any 
ailment. 

5) The encouragement given to Indian system of medicine looks is 
confined to urban particularly in metropolitan cities and towns where the clients 
have a choice of method. In the vast rural area public health sector is a major 
provider and the choice is there for few with resources who can opt for private. - 

6) In the study area there was only one Ayurvedic Clinic which was 
closed for past seven months before the survey team reached the remote place. 
The villagers were not even aware whether it is going to be reopened soon or 
not. They knew only that the Doctor was transferred and since then it is locked. 
But people believe in indigenous system for certain types of health problems like 
‘Jaundice’ or ‘Balagraha’ etc. However, reliable practitioners in indigenous 
systems are extremely rare. Udupi is the district where there is presence of 
indigenous system of medicine. The Research Team heard several names of 


‘Ayurved Pundits’ known for their extraordinary curing skills and abilities. In 
health poor district like Gulbarga they are not there. 

7) Scheduled Castes and Tribes and population in isolated 
ee have relatively more problems of accessibility even in health rich districts 
like Udupi. In other districts the accessibility is still poorer for these populations. 

8) People perceive that public health care delivary system is inefficient 
and to a large extent corrupt. The focus group discussion and the data collected 


in the 
household survey bring out these issues clearly. The focus group. 


people with public health institutions. 


9) The poor Perception of people is reflected in poor utilisation 
of services from Public Health Institutions in health poor districts. 

10) Public health care institutions suffer from poor infrastructure 
facilities in health poor districts. In Gulbarga and in Tumkur districts very few 
institutions have water Supply. Toilets are unusably dirty. Even maintenance of 
the premises is extremely bad. The vast area Surrounding PHC or CHC are full 
of hazardous garbage like blood stained bandages, broken syringes, cotton etc. 

11) Health poor districts also have the problem of shortage of 
personnel at all levels and those Personnel who are in position large proportion of 


them are irregular and have no commitment ultimately resulting in the public 
suffering. 


Recommendations 
The health indicators in Karnataka have shown remarkable improvements 
Over last five decades. But what is shocking is the wide differentials across the 
‘districts that existed five decades back have sustained till today. Those districts 
who were at the bottom have remained there. The persisting regional imbalance 
reflects poorly on the functioning of the public health care service delivary system 
in the state. The study clearly brings out the urgent need for the following 


interventions to set things right before it is too late. 


1) Health administration at district level needs to be improved. They 
should be held responsible to play a pivotal role in improving public health by 
improving health care service delivary and ensuring its equitable distribution. 

2) All public health institutions should work regularly during fixed hours 


and any deviation should be seriously taken for punitive action. 
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3) Uniform policy intervention and strategy in the state that have 


widely varying health status is not going to bear results. 
health such as Health Rich, Health 


There is need to 


consider districts by their achievements in 
Poor and Health Average districts for different strategies. 

Health rich districts like Udupi need upgradation of quality of services to 
make them competent as Private sector which may be an expensive proposition. 
But the link that exists between private and public health care services have to 
be strengthened. 

In health poor districts there is an urgent need to make the services 
reach people. ANMs should visit households, conduct deliveries and improve 
over the current status in future. Medical Officer should attend PHC regularly 
and provide service to the needy. There is need to bring the concept of 
monitoring and supervising the functioning of institutions and the work of 
personnel that is missing now. 

4) The performance of district administrations should be linked with 
improvement in health indicators and findings of service statistics. 

5) One of the important cause for not achieving the goal of “Health for 
all by 2000” was the casual approach to the concept of “community participation 
in all health programme. It should be reconsidered and serious efforts to be 
made to ensure the same. 


